Since then I have been very busy, and there I was worrying about obtaining the minimum of 12 IUD fittings per year to keep up my competencies! In recent months there has been a lot of press coverage about long-acting reversible contraception (LARC) and the need for the service to be more widely available. With contraception services stretched and unwanted pregnancy numbers rising together with abortion rates, LARC should be more readily available in general practice.
Training should be more widely available for those wishing to develop in these areas. Practice-based commissioning should allow us to use each other's services such as Implanon and IUD fitting to prevent unnecessary use of contraceptive services designed for the under-25s.
Trainer's view
This was the first time I had trained a nurse in intrauterine techniques. In preparation I had read the RCN training guidance for nurses and midwives, Fitting Intrauterine Devices, 1 and had discussions with trainers who had some experience and with nurses who had been trained.
Wendy was very systematic, something which the RCN guidance requires and which is encouraged in nurse training generally. This meant that she had carefully learned bimanual pelvic assessment and was able to demonstrate this at an early stage. In contrast, doctors whose gynaecology experience is limited to a 6-month SHO/F2 post frequently have a hazy grasp of the concept of uterine position and size, how to assess them and what the implications are for the next step of the IUD insertion process.
One incident left us both smiling. A patient had been referred to the specialist IUD clinic because the GP had difficulty locating the cervix. The conversation before seeing the patient went like this: The RCN guidance is absurd in requiring the learner to observe the trainer doing five insertions in patients: one is usually sufficient, supplemented of course with extensive practice with models. And there should be explicit provision for some insertions to be supervised by trainers other than the primary trainer, to provide flexibility and to increase the validity of the assessment process.
Doctors sometimes find nurses' practice protocoldriven, with the potential for rigidity. This is probably the flipside of being systematic, and doctors can also demonstrate it. I try to avoid this by encouraging a questioning approach that engages the learner cognitively in thinking not only about what to do but why. Wendy was also doing a nurse prescribing course and chose to focus on LARC methods for a presentation; this generated natural opportunities for discussion and helped towards a coherent approach to the whole topic.
Concluding remarks
This training situation provided learning opportunities for both the trainer and trainee. As trainer, the first author (HC) learned about making assumptions, and about encouraging doctors to emulate nurses' systematic approach. The next stage could be for nurses who are recognised trainers and experienced in IUD insertion to supervise the training of doctors. This will involve some changes in the Faculty of Sexual and Reproductive Healthcare (FSRH) rules, and maybe also some wider questioning of assumptions. 
Remote-controlled vasectomy
A team from the University of Adelaide, Australia, may have come up with a more easily reversed alternative to vasectomy. They have designed a small radio-controlled valve that would "push-fit" snugly inside the vas deferens and block the passage of sperm. 1 "It will be like turning a TV on and off with a remote control", said team founder, Derek Abbott, "except that the remote will probably be locked away in your local doctor's office to safeguard against accidental pregnancy or potential misuse of the device". Another advantage of the microvalve is that it would not require open surgery, unlike a vasectomy. The 800 micron long device could simply be inserted using a hypodermic needle. "The procedure could be performed in a special clinic rather than in a hospital", said Abbott. 
Gynaecological information on the Internet
A free-to-use website, AskMyGyn.com, has been set up by a group of American gynaecologists. As well as information written by board-certified gynaecologists on hundreds of topics, personal questions can be submitted for answers directly from a physician. The doctors were surprised that in the first month 40% of hits they received originated from countries such as Saudi Arabia, Malaysia, Kuwait and Iran. The senior consultant, Dr Saul Weinreb, of AskMyGyn.com commented: "Of course I'm happy that we can provide people with reliable information, but I'm concerned that these women may not have access to real healthcare providers". 
HPV immunisation programme implementation
Following advice from the Joint Committee on Vaccination and Immunisation (JCVI), the independent expert body that provides advice on vaccines, the Scottish Government is implementing a routine human papillomavirus (HPV) immunisation programme starting in September 2008. The vaccine will be for girls aged around 12-13 years. This is estimated to involve around 30 000 girls each year. In addition there will be a catch-up campaign for girls aged under 18 years at September 2008, when routine immunisation will start. The new immunisation programme is intended to protect girls in Scotland against developing cervical cancer. The Scottish Government is funding the cost of the vaccine and the communications campaign, which will be in the region of £64 million over 3 years. The UK Government is also committed to rolling out both routine and catch-up programmes for HPV.
